Objectives: We aimed to assess the longitudinal associations of socioeconomic status and physical functioning using a large population-based survey data in China. Method: We used four waves of the Chinese Longitudinal Healthy Longevity Survey (2002)(2003)(2004)(2005)(2006)(2007)(2008)(2009)(2010)(2011). Physical functioning was assessed by activities of daily living (ADL) and instrumental activities of daily living (IADL) measures. Socioeconomic status was assessed using educational attainment, occupational status, household income, financial resources, and access to health services. Latent growth curve model combined with selection model was utilized. Results: High education was not associated with the baseline level or the rate of change in ADL score but predicted better baseline IADL functioning. High income was related to better IADL functioning but had no effect on the rate of change in IADL. Inadequate financial resources and unavailability of health services were mainly associated with poorer ADL and IADL functioning at baseline. White-collar occupation was unrelated to the trajectory of physical functioning. Discussion: This study provides no support either for the cumulative disadvantage or age-as-leveler theory. Improving financial status and accessibility of health care services, especially in lower social classes, may help to improve the overall level of physical functioning of the older adults.
Populations are aging rapidly, not only in the industrialized world but also in many middle-income countries, partly because of rapidly declining fertility and a substantially increased life expectancy (Banister & Hill, 2004) . Physical limitations and disability affect the quality of life of the older adults and pose a heavy burden on individuals, their families, and the whole society. Although improvements in economic conditions, medical technology, and health care services help to increase the health status of the older adults, the longer life expectancy also increases the risk of disability (Gruenberg, 1977) . Socioeconomic disparities in physical functioning have been well studied. Socioeconomic status is a strong predictor of physical functioning, limitations, and mortality (Bassuk, Berkman, & Amick, 2002; Freedman, Martin, Schoeni, & Cornman, 2008; Jagger, Matthews, Melzer, Matthews, & Brayne, 2007; Lee, Xu, & Lee, 2014; Marmot, Shipley, Brunner, & Hemingway, 2001; Taylor & Lynch, 2004) . Thus, understanding how socioeconomic disparities in physical functioning change as people age is important for assessing and allocating social and health care services and organizing them more efficiently.
There is compelling evidence that people with lower socioeconomic status have worse health and higher risk of premature mortality (Ross & Wu, 1995; Williams, 1990; Winkleby, Jatulis, Frank, & Fortmann, 1992) . Recent studies have increasingly focused on how health disparities by different socioeconomic indicators change over aging. Prior research has suggested two distinct patterns of change in health inequality as people age: the cumulative disadvantage theory and the age-as-leveler theory. Cumulative disadvantage theory indicates that disadvantages in socioeconomic resources accumulate during the life course to produce diverging health gap in later life (O'Rand, 2003; Ross & Wu, 1996) , whereas age-as-leveler theory suggests that health disparities diverge in adulthood and then converge in later life (Beckett, 2000; House et al., 1994) . Several empirical studies have found evidence for both of these theories, but the results have been inconsistent. Some studies have found that education and income inequality in health diverges in later life (Lauderdale, 2001; Ross & Wu, 1996; Willson, Shuey, & Elder, 2007) , whereas some others have found a converging pattern in the health gap for older adults (Dupre, 2007; House, Lantz, & Herd, 2005; House et al., 1994) or mixed results for different health outcomes (Kim & Durden, 2007) . These inconsistent findings show that more research on socioeconomic disparity in health with aging is needed.
Several studies have examined the socioeconomic differentials in the trajectories of physical functioning over aging in high-income countries (Kelley-Moore & Ferraro, 2004; Kim & Durden, 2007; Kingston et al., 2015; Taylor & Lynch, 2004; Xu, Liang, Bennett, Botoseneanu, & Allore, 2015) . Some studies only included socioeconomic indicators as predictors and did not focus on the mechanism producing socioeconomic inequality in physical functioning (Kelley-Moore & Ferraro, 2004; Rohlfsen & Kronenfeld, 2014; Taylor & Lynch, 2004) . Although some studies have focused on the dynamics of socioeconomic stratification in physical functioning, it is far from conclusive whether a higher socioeconomic status could slow down the rate of decline in physical functioning. Some studies have provided evidence that higher education and income may protect against the decline of physical functioning because of a cumulative advantage over the life course (Chandola, Ferrie, Sacker, & Marmot, 2007; Kim & Durden, 2007; Taylor & Lynch, 2004) , whereas other studies have suggested no association of socioeconomic status with changes in physical functioning during aging (Kelley-Moore & Ferraro, 2004; Xu et al., 2015) .
Previous studies have also suggested that different aspects of socioeconomic status work differently on the onset and progression of physical limitations (Grundy & Glaser, 2000; Taylor, 2010; Zimmer & House, 2003) . Education is usually acquired in early adulthood and equips people with better knowledge of healthy lifestyle (Lahelma, Martikainen, Laaksonen, & Aittomäki, 2004) . It influences psychosocial mechanisms throughout life and higher education may thus prevent functional limitations through better understanding on how to avoid diseases (Zimmer & House, 2003) . Income may influence individual's purchasing power on health care or other amenities to affect progression of physical limitations (Herd, Goesling, & House, 2007; Zimmer & House, 2003) . Psychosocial stress at work, low control, high demand, and long working hours have been associated with poor physical functioning (Sekine, Chandola, Martikainen, Marmot, & Kagamimori, 2006 . In China, many older people, especially those living in rural areas, have received little formal education, and they highly rely on their family for financial support. Furthermore, differences between urban and rural areas linked with various pension coverage and health care services also play an important role in producing health inequality for older Chinese population. Prior studies have also suggested that adequate financial resources and access to health services were both associated with better health conditions of Chinese older adults (Gu, Zhang, & Zeng, 2009; Luo & Xie, 2014) .
The present study on the longitudinal associations between socioeconomic status and physical functioning contributes to the literature by filling in the research gaps on whether and how socioeconomic status affects the rate of change of physical functioning in non-Western societies. The majority of previous research on physical functioning trajectories among older adults is based on data from highincome countries, particularly the United States and United Kingdom (Chandola et al., 2007; Kingston et al., 2015; Taylor, 2010; Xu et al., 2015) . Considering the large differences in the stage of economic development, social and cultural background, epidemiologic stage, health care, and life style between western and non-Western nations, further research on the association of socioeconomic status and physical functioning in non-Western societies is warranted.
Compared with western high-income nations, middleincome countries, such as China, have witnessed a faster rate of aging and socioeconomic change in recent decades. At present, China has the largest aging population in the world (Zhang, Guo, & Zheng, 2012) , and a series of dramatic social and economic changes have occurred in Chinese society (Chen, Yang, & Liu, 2010) . China has experienced rapid economic growth, reduction of poverty, and achieved impressive health advances in the past three decades, but at the same time, widening health inequality between social groups has also emerged because of inequitable distribution of health care resources. Thus, health inequality has become a considerable challenge for the Chinese government (Tang et al., 2008) . Growing health care inequality may have strong effects on the health trajectories of people with different socioeconomic background. Although there are some studies that have investigated the association of socioeconomic status and physical functioning among older Chinese people, most of them have examined the prevalence of disability and the effect of socioeconomic status on the onset or transition of physical disability status (Beydoun & Popkin, 2005; Feng et al., 2013; Gu & Xu, 2007; Gu & Zeng, 2004; Han & Shibusawa, 2015; Liang, Liu, & Gu, 2001) . For example, Gu and Zeng (2004) used the Chinese Longitudinal Healthy Longevity Survey (CLHLS) data (from 1998 to 2002) to analyze the onset and recovery of activities of daily living (ADL) disability among Chinese oldest-old people, but they did not assess how socioeconomic status affects the rate of decline of physical functioning with aging. A similar study using CLHLS data from 1998 to 2005 found that education and occupational status were both unrelated to having ADL disability (Han & Shibusawa, 2015) . Transition studies generally fail to account for trajectory of physical functioning or cumulative process of health (Taylor, 2010) . There exists one study that examined the trajectory of ADL in older Chinese people, but the respondents were mainly the oldest-old adults (Zimmer, Martin, Nagin, & Jones, 2012) . Thus, little is known about whether and how socioeconomic status affects the rate of change in physical functioning during aging in a life-course perspective for older Chinese people (65 years or older).
Given these considerations, it is important to explore the associations between different aspects of socioeconomic status (educational attainment, occupational status, household income, adequacy of financial resources, and access to health services) and trajectory of physical functioning during aging in the Chinese context. The present study used the Chinese population-based longitudinal data with repeated measures in 2002, 2005, 2008 , and 2011 to quantify the effect of socioeconomic status on physical functioning among older people aged 65 and older at baseline in 2002. We aimed to investigate (a) whether higher socioeconomic status is associated with better physical functioning at baseline and (b) if so, whether this disparity diverges or converges with age.
Design and Methods

Data
The data were derived from the four waves of the CLHLS, a large population-based longitudinal study in mainland China. The CLHLS was conducted by the Centre for Healthy Aging and Family Studies at Peking University using face-to-face interviews and internationally compatible questionnaires. The study was based on randomly selected samples of older Chinese people from nearly half of the counties in 22 out of the 31 provinces of mainland China. These data represent about 85% of the total population in mainland China (Shen & Zeng, 2014) . More than 8,900 individuals aged 80 years and over participated in the baseline survey in 1998. Participants aged 65-79 years were added into the survey from the year 2002 using the same selection method as was used for those aged 80 and older. We used four waves (from the years 2002, 2005, 2008, and 2011) of the sample of participants between 65 and 94 years of age. We excluded the oldest-old adults aged 95 and older because in this age group the attrition during the follow-up was very high (nearly 95% to the last phase). The number of older adults at baseline was 11,405. Of these, 2,965 died; 1,496 were lost to follow-up; and 6,944 survived to 2005. By 2011, 7,457 had died or been lost to follow-up in the last two waves, and 2,442 had survived.
Measures
Physical functioning was measured by the self-reported ADL measures developed by Katz, Ford, Moskowitz, Jackson, and Jaffe (1963) and the instrumental activities of daily living (IADL) measures suggested by Lawton and Brody (1969) . ADL encompasses the personal basic activity of daily life, and measures assessing them are widely used for describing the physical functioning and disability of older adults. The respondents were asked whether they need assistance in completing the following six basic tasks: bathing, dressing, going to the toilet, indoor transferring, incontinence, and feeding (coded with 0 = need no assistance, 1 = need assistance partly, and 2 = need assistance fully). The items assessing IADL are a combination of questions derived from major international surveys for the older adults (Gu, 2008) . The interviewer asked the participants whether he or she could complete eight tasks independently. The items of IADL cover visiting neighbors, shopping, cooking a meal, washing clothes, walking continuously for 1 km at a time, lifting a weight of 5 kg, crouching and standing up continuously three times, and taking public transportation (coded with 0 = fully independently, 1 = need some help, and 2 = no, cannot). Prior studies have demonstrated that the validity and reliability of ADL and IADL scores in the CLHLS data are good (Gu, 2008) . The total ADL scores ranged from 0 to 12 and IADL scores from 0 to 16; higher ADL and IADL scores indicate poorer physical functioning. The Cronbach's alphas for ADL and IADL measures at different waves ranged from 0.86 to 0.99 indicating good internal consistency. We used continuous ADL and IADL scores to assess the change and trajectory of physical functioning.
Some of the ADL and IADL questions were answered by proxy respondents, such as close family members, to reduce the nonresponse rate, especially for the oldest-old adults. In our sample, for example, nearly 75%-85% of the six questions on ADL, depending on the wave, were answered fully by the respondents. Proxies used for factual issues have been shown to produce fairly accurate information in the CLHLS data (Gu, 2008) . The questions on ADL or IADL mainly reflect objective and factual aspects of daily life; thus, the potential bias caused by the use of proxies is not substantial (Zimmer et al., 2012) . Full nonresponse was quite low (less than 4%) for the different phases of the CLHLS data (Gu, 2008) .
Consistent with previous studies, socioeconomic status was measured by the highest level of educational attainment, self-reported household income per capita, and primary occupation before 60 years of age (Murayama et al., 2016; Winkleby et al., 1992) . Suggested by prior studies, we also used two other variables, that is, self-perceived adequacy of financial resources (yes or no) and access to health services (yes or no), as additional indicators of socioeconomic status. Educational attainment was coded into three categories: low (no schooling, 0 years), intermediate (primary school, 1-6 years), and high (middle school or more, 7 years or more). Household income per capita was divided into quartiles. Occupational status was classified into following five categories: farmers, white-collar workers (including professional and technical personnel; governmental, institutional, or managerial staff; and military personnel), employer or self-employed, housework or unemployed, and others. Those with missing information were included as a separate category (the proportion of missing values were less than 5%). Residential area and marital status (0 = unmarried, 1 = married) were used as covariates. Residential area was based on information on the Chinese 'Hukou' household registration system; in rural areas, agriculture is important economic activity whereas in urban areas, including cities and towns, population does not live on agriculture. Urban and rural areas also differ in terms of pension coverage and health care resources. Gender (0 = male, 1 = female) and age were adjusted for in the models. Sensitivity analysis using the educational attainment categorized into dummy variable (0 = no education, 1 = have at least 1 year of education) produced comparable results. Prior studies have shown that cardiometabolic diseases mediate the association of socioeconomic status and physical functioning of older adults (Enroth et al., 2016; Koster et al., 2005) . We included selfreported history of cardiometabolic diseases (including diabetes, cardiovascular disease and stroke, heart disease) as a time-varying covariate in the models to test whether there is a similar mediating effect between socioeconomic status and physical functioning. The history of cardiometabolic diseases was constructed into dummy variable in each wave (0 = report no cardiometabolic disease, 1 = report any of the cardiometabolic disease. Those who reported any disease in any of the waves were coded as 1 in all subsequent waves).
Statistical Methods
Latent growth curve model combined with selection model was used to analyze the trajectories of change in physical functioning. Repeated measurements of ADL and IADL allowed the examination of interindividual and intraindividual differences in change over time (Singer & Willett, 2003) . Two latent factors, intercept (i.e., baseline status or level) and slope (i.e., rate of change), were specified to model the change trajectory of ADL and IADL scores from wave 1 to wave 4. We tested both linear and nonlinear trajectories using a model with higher order growth factor and a model with free time scores. The nonlinear model where the last time loading of the slope factor was estimated freely (5.37 for ADL and 3.44 for IADL) provided an adequate fit for the data based on the cut-offs for comparative fit index (CFI; ≥0.95), Tucker-Lewis index (TLI; ≥0.95), root mean square error of approximation (RMSEA; ≤0.06), and standardized root mean square residual (SRMR; ≤0.08) suggested by Hu and Bentler (1999; model To examine the effect of socioeconomic status on the initial level and subsequent change of physical functioning, the intercept and slope parameters were regressed on education, household income, occupational status, financial resources, access to health services as well as on age, gender, residential area, and marital status, which were used as covariates. Age was centered on the mean age at baseline to make the model more stable. Considering the possible multicollinearity between different indicators of socioeconomic status (see Supplementary Table 1) , education, household income, occupational status, financial resources, and access to health services were firstly included individually in Model 0. Then, the three main indicators of socioeconomic status (education, household income, occupational status) were included simultaneously into Model 1. Adequacy of financial resources and access to health services were added into Model 2 and finally history of cardiometabolic diseases was adjusted in Model 3. All models were adjusted for age and gender. Residential area and marital status were adjusted in Models 2 and 3. The data also included the institutionalized population (956 institutionalized older adults) and therefore results from the sensitivity analyses that excluded those living in an institution were presented in Model 4. Because of the preponderance of zeros on the ADL measure (nearly 70% for each wave), we conducted additional sensitivity analyses by using a two-part (binary and continuous part) semicontinuous latent growth model that models zeros and nonzeros in distinct but related ways (Olsen & Schafer, 2001 ). The binary part indicated whether respondents have functional limitations, and the continuous part of the model estimated the average number of functional limitations dependent on the presence of limitations (Rohlfsen & Kronenfeld, 2014) . The results from the two-part latent growth model were largely similar to those from the latent growth model, as shown in Supplementary  Table 2 .
Full information maximum likelihood estimation was used in the latent growth curve modeling to handle loss to follow-up (either through death or no contact) under the assumption that data were missing at random (MAR; Little & Rubin, 2014) . Although a MAR assumption is often reasonable, attrition due to lost to follow-up could violate this (Enders, 2011) . To address the potential bias due to data missing not at random, we used Diggle and Kenward's selection model. Diggle and Kenward's selection model combined the latent growth curve model with a set of regression equations that predict loss to follow-up. The probability of missing data in each wave depends directly on the repeated measurements (Diggle & Kenward, 1994) . Figure 1 shows a path diagram of Diggle and Kenward's selection model. The R2-R4 are lost to follow-up indicators for the waves after the baseline representing whether the outcome is observed or lost to follow-up and the dashed arrows indicate logistic regression equations. Thus, the probability of missing data at different waves depends directly on the previous and the current outcome variable (e.g., Y1 and Y2 predict R2, Y2 and Y3 predict R3, etc.; Enders, 2011) .
We did not estimate models stratified by gender and different age groups because there were no substantial differences in the patterns of change in the ADL and IADL scores between males and females and between the age groups in our preliminary analyses. Latent growth curve and selection models were conducted using Mplus statistical software, version 7 (Muthen & Muthen).
Results
The mean baseline scores of ADL and IADL for men were 0.5 and 3.4, respectively (Table 1) . Women had higher ADL and IADL scores than men (p < .001), which means that older men had better physical functioning than women at baseline. Older people, the lower educated and urban residents had higher proportions of being lost to followup than younger older adults, the higher educated and rural residents. The cumulative proportion of those lost to follow-up-mainly deceased-for those in the age group of 65-74 years from the first wave to the last wave was 57%. Older men were more educated than women (p < .001): nearly half of the men had received an intermediate education, but only 18% of the women had. The proportion of reporting cardiometabolic diseases at baseline was nearly 16% and 17% for men and women, respectively. Distribution of ADL and IADL scores by gender and different age groups is presented in Supplementary Table 3 .
The estimates from the selection model are presented for ADL in Table 2 and IADL in Table 3 . In Model 0, employer/ self-employed, housework/unemployed, inadequate financial resources, no access to health services, and urban area were associated with higher ADL scores. In Model 1 including education, household income, and occupational status, the mean intercept (baseline level of ADL) was 0.51 and the mean slope (rate of change) was 0.74, indicating that ADL score increased 0.74 points for every wave (3-year intervals). High education, white-collar occupation, or highest income did not have significant effects on the baseline level of ADL or the rate of decline. In Model 2, adding financial resources, access to health services, residential areas, and marital status, the older adults whose occupational status was employer/self-employed and housework/unemployed continued to have higher ADL scores than farmers. Consistent with the results from Models 1 and 2, high education, white-collar occupation, and highest income did not protect against the decline in ADL in Model 3 including all variables. No access to health services was still associated with poorer ADL functioning but not with the rate of change. Results from Model 4, which excluded those living in institutions, were quite similar with those from Model 3 except that older adults in the second and third income quartiles had slower rate of change compared with those in the lowest income quartile.
For IADL, the results were somewhat different from those of ADL. In Model 0, higher education and household income were associated with lower IADL scores. The older adults whose occupational status was housework or unemployed and who reported inadequacy of financial resources or no access to health services had higher IADL scores. Married older adults had lower IADL scores than those unmarried. In Model 1, the mean intercept (baseline level of IADL) was 3.65 and the mean slope (rate of change) was 1.99. The older adults with an intermediate education or higher household income had lower IADL scores at baseline than those with a low education or lowest income. In Model 2, higher education and income were still associated with the baseline level of IADL but not with the slope. Inadequate financial resources and no access to health services were related to poorer IADL functioning at baseline. The results from Model 3 were largely consistent with those from the first two models, except that employer/ self-employed and inadequate financial resources lost their associations with the baseline level of IADL. However, in Model 4, inadequate financial resources became significant The percentage is the number of lost to follow-up (including died) from different wave divided by the number of participants in each subgroups at baseline. Note: CI = confidence interval; CLHLS = Chinese Longitudinal Healthy Longevity Survey; IADL = instrumental activities of daily living. Beta coefficients for age, gender, and history of cardiometabolic diseases were not shown in the table due to the limitation of the space. Statistically significant (p < .05) beta coefficients of the main variables have been bolded. Beta coefficients for the association between history of cardiometabolic diseases and ADL in the four waves in Model 3 were 1.81, 1.96, 1.54, and 2.03, respectively (all statistically significant at p < .05 level). M0 = age + gender + education/income/occupation/financial resources/health services/residential area/marital status; M1 = age + gender + education + income + occupation; M2 = M1+ financial resources + health services + residential area + marital status; M3 = M2 + history of cardiometabolic diseases. M4 included all covariates.
a Model 4 provides results from the sample that excludes the institutionalized older adults. Table 3 .
Continued
again. For all models, white-collar occupation was not associated with the baseline level or the rate of change of physical functioning. Those who reported cardiometabolic diseases in different waves had higher ADL and IADL scores compared with those who did not have these diseases (footnotes in Tables 2 and 3) .
Discussion
Using latent growth curve selection models, this study examined the association of socioeconomic status and physical functioning-as measured by ADL and IADLamong older Chinese people based on a large longitudinal survey data set. The results showed that socioeconomic status appeared to have different effects on the baseline level and the rate of change of ADL and IADL. High education and income were not associated with the baseline level or rate of change of ADL. However, older adults with higher education and higher household income had better IADL functioning at baseline. White-collar occupation was not associated with the baseline level or rate of change for ADL or IADL. Our findings also indicated that adequate financial resources and access to health services are important to maintain physical functioning of older adults. For ADL, high education was not clearly associated with the baseline level or the rate of change of ADL scores. Only intermediate education predicted better physical functioning. Our results are consistent with previous findings by Kelley-Moore and colleagues and Xu and colleagues on cohorts of older adults aged 65 plus in the United States indicating that education is not associated with the rate of change of physical functioning (Kelley-Moore & Ferraro, 2004; Taylor, 2010; Xu et al., 2015) , but are not in line with one study suggesting that higher education is associated with a better baseline level and a slower rate of change of physical functioning (Taylor & Lynch, 2004) . However, in previous two studies (Taylor & Lynch, 2004; Xu et al., 2015) , ADL and IADL were summed up together, so it is difficult to disentangle the true effect of education on ADL. A prior study using the CLHLS data (from the year 1998 to 2002) and focusing on the Chinese oldest-old also found that education and financial resources did not reduce the risk of disability (Gu & Zeng, 2004) . In addition, another study on the older adults in Taiwan found that education has little effect on the change in physical functioning if physical limitations already exist at baseline (Zimmer, Liu, Hermalin, & Chuang, 1998) . The cohorts in our sample (born in 1907-1937) have witnessed huge turmoil and social transition in China (e.g., World War II, the three years' great famine in early 1960s, etc.), and these big life events might have limited the mechanism through which high education predicts better health (Martin, Feng, Schoeni, & Zeng, 2014) . In accordance with our results for education, high income was mainly unrelated to the initial level and rate of change of ADL in the total sample. However, models that excluded the institutionalized older adults showed somewhat increased income differences in physical functioning. These results suggest that material resources may be more important for those older adults not living in institutions. We also observed that white-collar work was not associated with the change trajectory of ADL and older adults living in urban areas had poorer physical functioning compared with farmers. This may be because in rural areas of China, farmers usually start to work early in their childhood and continue to do some agricultural activity as long as they are healthy, which may protect their physical functioning compared with their counterparts in urban areas (Gu & Zeng, 2004) . Unavailability of health services was associated with poorer ADL functioning, which may reflect the importance of health care services for maintaining physical functioning of older adults. Overall, these results indicate that high socioeconomic status generally has a little effect on the rate of change of ADL scores during follow-up. The preponderance of zero values in our ADL measure could affect the sensitivity to detect effects, but the results from the two-part latent growth model (see Supplementary Table 2 ) largely confirmed our conclusions.
For IADL, higher education and higher household income were associated with a better functioning at baseline but not with the rate of change over aging. Prior studies have found that a higher income or a better financial situation is inversely associated with IADL disability incidence (Beydoun & Popkin, 2005; Rautio, Heikkinen, & Heikkinen, 2001) . People in better financial circumstances probably have better living conditions and a better lifestyle, which help to maintain physical functioning. Our results indicate that compared with those in the lowest household income quartile, older adults in higher income quartiles will keep this advantage in IADL as they age. Prior studies have shown that IADL is generally more sensitive than ADL to improved accessibility to contextual factors such as wheeled walkers or microwave ovens and other instrumental assistance (Parker & Thorslund, 2007) . Thus, a higher income may provide important economic resources and instrumental assistance for the older adults to maintain physical functioning. We also found that older adults with higher education had a lower level of physical limitation at baseline compared to those with a low education. Some IADL tasks may need some degree of knowledge or cognitive ability to perform, and thus, higher education was robustly associated with the ability to do IADL tasks (Keddie, Peek, & Markides, 2005) . Consistent with our results for ADL, doing housework or being unemployedbut not white-collar work-was associated with poorer physical functioning at baseline compared with farmers. Thus together with white-collar workers, farmers have better physical functioning than other older adults. There can be at least two mechanisms behind this relatively good physical functioning of farmers. First, physical labor may increase bodily fitness being helpful in older ages. Second, it is possible that the association may be because of selection of those with impaired physical health into physically lighter occupations such as vendors classified as employers/ self-employed in our classification. The role of agricultural work behind good physical functioning is partly supported by our results of urban and rural differences. These results showed that older adults living in urban areas had poorer ADL physical functioning. Unavailability of health services predicted higher baseline IADL scores and tended to be associated with a slightly lower rate of decline in IADL. This may be because those who had no access to health services at baseline endured such hardship and tend to be less frail over aging. It is also possible that their health services remarkably improved during the 10 years of follow-up.
Our findings do not support either cumulative disadvantage theory or age-as-leveler theory. In the present study, those with higher education and household income, adequate financial resources, and access to health services generally had better physical functioning and this disparity did not diminish with age. This indicates that socioeconomic inequality in physical functioning (especially IADL) will persist in later life for older Chinese people. Inconsistent patterns of physical functioning with socioeconomic status might also reflect country differences in the stage of the epidemiologic transition (Myers, Lamb, & Agree, 2003) . Various health transition stages may involve different set of risk factors for health of older adults, and our findings might indicate a mixture of how the health of older adults could be affected by socioeconomic status at different epidemiologic stage in different countries. For example, in western societies, the prevalence of cardiometabolic diseases, such as diabetes, is usually inversely associated with socioeconomic status (Connolly, Unwin, Sherriff, Bilous, & Kelly, 2000; Tang, Chen, & Krewski, 2003) , but in China, some studies have found that people with higher socioeconomic status are more likely to have metabolic syndrome partly because of high fat intake (Xu et al., 2006; Zuo et al., 2009) . Previous studies have suggested that cardiometabolic diseases could mediate the association of socioeconomic status and physical functioning because some of those diseases have direct adverse effect on physical outcomes (Boult, Kane, Louis, Boult, & McCaffrey, 1994; Jensen & Friedmann, 2002) . To study the effect of cardiometabolic diseases, we adjusted the history of these diseases in each wave. We found that some of the socioeconomic status indicators (e.g., highest income quartile and inadequate financial resources for ADL and employer/self-employed for IADL) lost their significant association with physical functioning in these models, but in general, the results were very similar after adjustment of the history cardiometabolic diseases. Thus, it seems that different social patterning of metabolic diseases in the Chinese context does not explain the major part of our findings. It is also noteworthy that ADL and IADL are a mixture of physical limitations and living environment barriers. It is possible that the living environment and availability of basic facilities have been substantially improved especially for those in lower social class during the nearly 10-year study interval. This might be one possible reason why higher socioeconomic status was not associated with lower rate of decline with age. Slight differences in results between the samples including and excluding the institutionalized older adults indicate that living in an institution may suffocate socioeconomic disparities in physical functioning to some extent.
A strength of this study was the use of a large and representative longitudinal survey data set on the older Chinese population based on face-to-face interviews. Our findings extend knowledge on the physical functioning of older adults living in non-Western societies. The lack of available data has limited previous research, especially on the rate of change of physical functioning of the older adults in Asian societies as not so much evidence is available for these countries. Furthermore, we also utilized a selection model to handle loss to follow-up in the longitudinal survey setting, and thus, our results provide a robust confirmation of the results from full information maximum likelihood estimation. The limitations of this study must also be noted. Although the measurement of ADL and IADL is vulnerable to various self-report biases, it has been demonstrated to be a good predictor for objectively measured physical functioning. The proportion of zero values was relatively high for ADL; however, considering that we used a large population-based data set as well as confirmation from a two-part latent growth model, the sensitivity of the measurement appears not to be an issue. We used household income as one of the indicators of socioeconomic status. However, it may not fully reflect the financial status of the older Chinese people because most of the older adults in China live with other family members and household income is associated with different living arrangements. Thus, we also used a measure of self-reported adequacy of financial resources to complement direct information on financial status. As in most observational studies, results in this study may also be compromised by inverse association of health on socioeconomic status. In particular, our sample consisted of the oldest-old (80 years and older) participants and therefore health selection effects might exist in this longitudinal study although we have used a selection model. On the other hand, the effect of socioeconomic status on health might be underestimated due to the fact that older adults who were lost to follow-up due to death might had suffered severe loss of physical functioning, which could be associated with lower socioeconomic status. In the last, high scores on ADL and IADL may indicate a mixture of physical limitations and environmental barriers, so they are highly context based and associated with living environment of the older adults. Thus, present findings might partially be related to context barriers rather than purely physical limitations and generalization of our conclusions to other contexts should be cautious.
In conclusion, with the large four-phased longitudinal panel data set on older Chinese people aged 65-94 years, this study demonstrated that socioeconomic status has different effects on the baseline level and the rate of change of physical functioning even after accounting for attrition. We did not find support for either diverging (cumulative disadvantage hypothesis) or converging (age-as-leveler hypothesis) socioeconomic differentials in physical functioning of the older adults in later life. Higher socioeconomic status was not clearly associated with the baseline level or the rate of change of ADL. However, older adults with higher education or household income had better physical functioning as indicated by IADL at baseline, and this gap persisted over aging. Increasing life expectancy and declining fertility pose big challenges for the organization and financing of health and social care services for Chinese society. Increasing financial resources and improving accessibility of health care services, especially in the lower social classes, may help to improve the overall level of physical functioning of the older adults in the years to come.
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